Understanding the Psychosocial Processes of Physical Activity for Individuals with Severe Mental Illness: A Meta-Ethnography 5 Following this search, thirteen studies were identified. This is in line with similar types of review articles ( e.g., Campbell et al (2003 ) used 7, Malpass et al (2009 ) used 16, Soundy et al (2011 . In order to create a range of studies that would be most comparable, appropriate for the aims of the research and useful within this analysis, a set of screening questions and standards were applied during the initial reading of the articles. Three key screening questions were employed: 'Does this paper report empirical findings from qualitative research and did that work involve both qualitative methods of data collection and an inductive method of analysis?', 'Is this research relevant to the synthesis topic?' and 'Does this work provide a distinct contribution to the analysis above and beyond the collective findings?' The inclusion criteria included the following: Each study needed to be reported in a peer review journal and written in english. The findings from each study needed to be generated from a specific sport or exercise intervention. The exercise or physical activity had to be undertaken outside the patient's mental health day centre. Data from each study had to be generated using empirical qualitative data that was non-fiction. Finally, each study had to present separate results and discussion sections so the correct meta-ethnographic analysis could be undertaken; without both sections the review could not be completed. This meant the following studies were excluded: Carless and Douglas (2008a) because a deductive approach was used in their analysis; Carless and Sparkes (2008) because a lack of a discussion meant that second order interpretations could not be undertaken and this may have also limited third order interpretations; Carless (2008) because the study referred to a life history rather than a specific sport or exercise process or intervention; Carless and Douglas (2008b) because the study presented case studies and lacked an analytical consideration of the literature; Douglas and Carless (2010) because the study was a fictional tale; and, Soundy (2007) because it formed part of a PhD thesis and was not published. Eight studies were selected to be used within the meta-ethnography and included: Carless (2007) , Shiner et al. (2008) , Crone (2007) , Fogarty and Happell (2005) , Faulkner and Sparkes (1999) , Carter-Morris and Faulkner (2003) , Carless and Douglas (2004) , and Crone and Guy (2008) . Our exclusion criteria should not be interpreted as suggesting any devaluation of the excluded research; in fact, we have used our discussion to take account of their findings. Similar to Campbell et al. (2003) , we used stages 3 and 4 to read the selected relevant empirical studies repeatedly and note down key concepts as they began to emerge. The key concepts generated from individual studies were examined in relation to other studies. We used tables and grids to help in this and to display themes and concepts (Atkins et al., 2008; Campbell et al., 2003) . In other words, we summarised and wrote commentary on the results and discussion sections of each article. The first order constructs considered the results of the studies and the second order constructs considered the discussion section of the studies (these tables can be obtained from the first author upon request). During stage 5 we examined the reciprocal and refutational relationships between studies and examined how we could further existing knowledge found in any individual study (Britten et al., 2002; Van Manning et al., 1988) . Noblit and Hare (1988) refer to this as a line of argument synthesis. In essence, we conducted a thematic analysis on our findings through summarising the first and second order concepts. This approach allowed us to maintain the language used in each study while creating new metaphors within the synthesis (Doyle, 2003) . During stage 6 we created synthesised translations or third order constructs. We achieved this by examining our key themes generated from the first and second order interpretations along with the idiomatic interpretation and considered how the themes, ideas, metaphors and comments illustrated a process of activity from the onset. This included two issues as discussed above: (1) www.intechopen.com Mental Illnesses -Evaluation, Treatments and Implications 6 increasing uptake/initial engagement in exercise, and (2) how to successfully maintain longterm engagement in exercise. Stage 7 involved presenting the results.
Results
Three primary themes are presented within the first and second order interpretations: (1) psychological attributes, (2) barriers, and (3) facilitators. Finally, we consider the process of activity involvement, this is represented by two third order themes (1) the uptake of exercise (2) the prolonged engagement in exercise. The purpose of this was to allow the analysis to clearly represent the primary aims of our research.
Psychological attributes
The psychological attributes theme included aspects of the physical activity or exercise setting that influenced the experience of participants. The sub-themes generated included identity, and dependency, control and autonomy.
Identity
Establishing a new identity (such as a footballer; Carter-Morris and or recreating an identity (restarting a previous interest; Carless and Douglas, 2004) were integral aspects of participating in a new sport or activity. Intially, this is something that could draw patients towards the activities, because it allowed them to consider or project their future self. Through activity, patients could consider and be associated with positive identities, possibly past selves (Carless, 2007) . This gave patients a sense that they could get back to their old self (Forgarty & Happell, 2005 ) and obtain previously lost feelings, experiences and interactions. This represented a resumption of being 'normal', obtaining normality, or being restored to a past identity (Carless, 2007) . This was important in drawing the patients towards the exercise. Patients were inspired by the nature, motivation and knowledge of other patients within the activity or sports setting (Crone, 2007) . The group activity provided a time for sharing personal experiences and this helped provide a sense of unity with others in the group (Crone, 2007) . In addition to this the new relationships formed within the activity setting helped develop patients' identities (Shiner et al., 2008) : Belonging to an exercise or sports activity provided opportunity for patients to develop a sporting or exercise identity, since most discussions within the setting focused towards this (Carter-Morris & Faulkner, 2003) . This process of sharing and engaging with others in turn influenced patients' attitudes towards fitness and motivation for activity (Fogarty & Happell, 2005) . A patient's identity would best be maintained following positive and successful activity or exercise experiences. These experiences helped develop a patient's identity within the group and this also helped challenge their identity as a service user (Carter-Morris & Faulkner, 2003) . The patient's identity could extend to a particular identity within the group and a meaningful social role (Carless, 2007; Carter-Morris & Faulkner, 2003) . This included patients who were given responsibility for a group (e.g., a person who organised travel arrangements) or a specific role in the activity (e.g., the captain of a team). Following regular or maintained engagement the patient's athletic identity could be transferred from the group setting into other situations such as their day centre and this in turn could influence other users at these locations (Fogarty & Happell, 2005) . Often this occurred because the activity provided a positive topic of conversation when reflecting on their day's achievements (Carless & Douglas, 2004) .
Understanding the Psychosocial Processes of Physical Activity for Individuals with Severe Mental Illness: A Meta-Ethnography 7 4.1.2 Dependency, control and autonomy Activity developed autonomy (Carless, 2007) through providing a sense of achievement, satisfaction (Crone & Guy, 2008) , empowerment and perceived confidence (Fogarty & Happell, 2005; Sparkes & Faulkner 1999) . In regard to initial engagement in exercise, prior knowledge, including benefits, joy or contentment of activity was instrumental to decisions (Crone, 2007) . The interventions in themselves gave the service user opportunity to think about future activities (Fogarty & Happell, 2005) . Goals towards activities varied from becoming independent and autonomous in the community (Shiner et al., 2008) to undertaking a normalising activity (Carter-Morris & Faulkner, 2003) . For others, activity provided a chance to change environments (Faulkner & Sparkes, 1999) . Being associated with an athletic identity gave patients a sense of certainty and an idea of who they could become. This in itself provided a great reason for attending, but also provided a sense of empowerment and autonomy to the service users. Autonomy was assisted by the patients being able to associate themselves with the activity and taking responsbility for the achievement gained (Carless, 2007; Carless & Douglass, 2004) . Thus, through actvity, patients could become less dependent on others and perceive greater control in social settings, such as community sport or exercise environments (Carless, 2007) . Autonomy was also created within the activity session through support from others. This was achieved because patients were able to choose when and if they revealed information about themselves (Faulkner & Sparkes, 1999) . The exercise group provided a stable and non intrusive topic of conversation that was a natural part of the activity. Thus, they didn't have to talk about aspects of themselves that they did not want to disclose. The sense of having a choice to disclose information in a non pressured or judging environment helped the possibility of a patient returning to the setting and maintaining exercise.
Barriers
The barriers theme included aspects related to preventing successful uptake and maintenance of activity. The sub-themes generated included location, access and finances, medication and symptom change, social support and cognitive.
Location, access and finances
Patients were prevented from engaging in activity if the location of the activity was too far away or inaccessible (Shiner et al., 2008) . However, some patients found that other activities 'got in the way' of the physical activity program; for example, daily chores (Crone, 2007) . Thus, both the location of activity and the timing of the activity may prevent patients with SMI from taking-up exercise. Almost unanimously across the studies activity was prevented by financial cost (Carless, 2007; Carless & Douglas, 2004; Crone, 2007; Crone & Guy, 2008; Shiner et al., 2008) . Activities such as walking could be recommended as a low cost alternative (Fogarty & Happell, 2005) . If the tangible, emotional or esteem support following the completion of research was not continued then the possibility of patients maintaining activity long-term could be severely diminished (Faulkner & Sparkes, 1999) .
Medication and symptom change
Medication had an influence on all patients (Crone & Guy, 2008) ; it often influenced their level of drowsiness, motivation and could slow patients down, taking the 'shine' off their ability to undertake exercise or physical activity (Carter Morris & Faulkner, 2003) . One of the biggest factors that influenced participation was changes in symptoms (Carless, 2007) or a fluctuating medical status (Shiner et al., 2008) . One consequence of this was the need to allow patients to withdraw (Crone, 2007) , even though withdrawal is generally considered undesirable (Carless & Douglas, 2004) . In other words, patients' medication and symptoms interacted to cause a universal barrier against the uptake and maintenance of activity; this meant consistent and sustained engagement in exercise was unlikely.
Social support
In order for patients to initiate activity, social support was essential. However, the wrong type of support contributed to increased resistance towards activity engagement. For example, resistance to exercise increased when little support or empathy was expressed by health care professionals in regard to the negative side effects of medication (Carter-Morris & Faulkner 2003) , or when health care professionals had low expectations (Carless & Douglas, 2004) . If patients are not encouraged by friends and family (Crone, 2007) they are unlikely to initiate or maintain exercise. A lack of consistency of support through the physical activity process (Carless, 2007) can act as a barrier to maintaining activity. This may be because of the feelings of being isolated. Social support can become problematic if support is dependent on one or few people involved with activity or at the end of the activity program where no further provision for support has been accounted for (Faulkner & Sparkes, 1999) .
Cognitive
The patient's cognitions during activity had an important influence on activity attendance. These cognitions often occurred in new situations where patients experienced a lack of personal control (Carless, 2007) due to the unknown or uncertainty of a situation (Crone, 2007) . Barriers could be created within settings (Carless & Douglas, 2004) ; for example, the confidence of the patients could be tested in a 'new' situation that might be perceived as threatening (Faulkner & Sparkes, 1999) or could be lower as a result of the illness (Shiner et al., 2008) . Additionally, some patients did not like competitive circumstances (Carless & Douglas, 2004) . If patients did not want to participate they could experience an increase in their symptoms for example, voices multiplying (Faulkner & Sparkes, 1999) . Alternatively, the patients' symptoms, moods or emotions could prevent them from exercising (Shiner et al., 2008) . As such, changes to a patient's identity, mood and emotions, and motivation for activity can take a long time to be developed. Carless (2007) suggests such a process can take years. Thus, experiencing or reflecting negative experiences may be a consistent barrier to patients initiating and maintaining activity.
Facilitators
The facilitators theme included aspects related to successful uptake and maintenance of the activity. The sub-themes generated included location, positive experience, physical and psychological benefits, and social support.
Location
The location provided a patient with a new situation and a chance to grow and express themselves. Patients valued the chance to leave their normal residence (Faulkner & Sparkes, 1999) and engage in the wider community (Carter-Morris & Faulkner, 2003) . Patients suggested that there was a sense of excitement in trying a new activity or in seeing new www.intechopen.com
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Positive experience
Various conditions impacted on a patient's ability to initiate exercise. Patients suggested that motivation comes from actually doing something (Carless, 2007) or breaking from a stagnant routine (Faulkner & Sparkes, 1999 ); at the most basic level, doing something was better than doing nothing (Crone & Guy, 2008) . Some patients like to start slowly when engaging with exercise (Carless & Douglas, 2004) ; on the other hand, some wanted a chance to push themselves (Forgarty & Happell, 2005) . This 'choice' aided their confidence and competence (Carless, 2007) and it meant patients created memorable experiences (Crone, 2007) . Thus, the patients could be excited and hopeful about a new experience, but required a choice of how to engage with the process from the uptake activity. The key process required for the maintenance of activity was if the patient found the experience of undertaking physical activity to be rewarding. Patients experienced a valued sense of achievement in being able to reflect on an activity and in being associated with it (Carless, 2007; Crone & Guy, 2008) . Exercise provided a distraction from voices, or something that provided assistance in controlling voices (Faulkner & Sparkes, 1999) , together with helping to prevent social withdrawal (Carter-Morris & Faulkner, 2003) . The physical activity provided patients with some form of comfort towards a goal and sense of control (Faulkner & Sparkes, 1999) or responsibility about an activity (Carless & Douglas, 2004) . Simply put, exercise engagement helped patients progress from not feeling able to respond or challenge their illness to feeling more able to incorporate physical activity alongside it (Crone, 2007) .Thus, a goal that can be established by and through activity is for a patient to become more autonomous and independent.
Physical and psychological benefits
Following activity consistent psychological changes were reported by many studies, including mood elevating effects, anxiety reducing effects, improved concentration, increased self esteem and social competence (Faulkner & Sparkes, 1999; Crone & Guy, 2008) . Exercise and sport also provided an opportunity to unwind, reducing stress levels and promoting a sense of calmness (Faulkner and Sparkes, 1999; Carless & Douglas, 2004) , leading to greater motivation and enjoyment (Fogarty & Happell, 2005) . Patients also had a better body image (Faulkner & Sparkes, 1999) . Exercise may also benefit a patient's psychotic symptoms and delusional belief systems, and also reinforce a more positive version of reality (Faulkner & Sparkes, 1999; Carter-Morris & Faulkner, 2003) . With more exposure to activity, patients could also benefit from a decrease in anxiety towards community involvement (Shiner et al., 2008) . Physiological changes were also reported, including positive bodily change (Carless, 2007) , better sleep (Crone, 2007; Faulkner & Sparkes, 1999) , better health and well-being, increased fitness and weight loss (Forgarty & Happell, 2005) , and increased energy levels (Crone & Guy, 2008; Faulkner & Sparkes, 1999) . There were also changes in other aspects of well being such as better hygiene, seeking out opportunities for counselling, and taking the initiative to acquire information for themselves to engage further in community activities (Faulkner & Sparkes, 1999) . Patients that can experience even some of these psychological or physiological changes will clearly have a greater chance of maintaining activity www.intechopen.com
Social support
Social support is central to the uptake and prolonged engagement in physical activity. Before the physical activity has been initiated the social needs of patients have to be considered. To ensure the most productive uptake of physical activity all staff are required to provide individualised and structured support for a patient (Forgarty & Happell, 2005) ; for instance, informing a patient of who was leading the activity session (Crone & Guy, 2008) . It was important that staff did not place expectations on patients, particularly if a patient was unfit (Fogarty & Happell, 2005) . Therapists were required to encourage patients in overcoming motivational barriers, be knowledgeable about sport, as well as being sensitive and supportive through the activity process (Crone, 2007; Crone & Guy, 2008; Shiner et al., 2008) . All interaction with patients had to be initiated in a safe and comfortable way (Faulkner & Sparkes, 1999) . There was no need or request for staff at the activity or sports setting to discuss a patient's mental illness, symptoms or problems. Support revolved around encouraging engagement and creating positive experiences for patients. It was important to be with others and share experiences (Crone, 2007) . Health care professionals that supported the program acted as gatekeepers of it (Crone, 2007; Crone & Guy, 2008) . In essence, to ensure uptake of exercise patients needed to feel they were entering a known, safe and supporting environment. During the physical activity experience social support acted as a foundation for prolonged engagement. Social time had to be a part of any physical activity setting for service users (Carless & Douglas, 2004; Faulkner & Sparkes, 1999) . Known and trusted friendships developed between staff and patients (Carless, 2007; Carter-Morris & Faulkner, 2003) and in other studies a training partner provided support and encouragement (Forgarty & Happell, 2005) . These friendships could be associated with changes in the patient's symptoms (Shiner et al., 2008; Faulkner & Sparkes, 1999) . The cohesive nature of the exercise group helped to encourage a patient's interest and ongoing activity (Fogarty & Happell, 2005) ; friendships facilitated positive cognitions and attitudes towards exercise (Faulkner & Sparkes, 1999) , and enhanced the possibility of further and prolonged engagement. Following successful activity participation, exercise or sport became an avenue for conversation and interaction (Carter-Morris & Faulkner, 2003) , and there was enjoyment in spreading the word about participation in an activity (Carless & Douglas, 2004) . The social interaction helped increase social confidence (Crone, 2007; Crone & Guy, 2008) and provided initiation for life improvements (Faulkner & Sparkes, 1999) . Thus, the development of patient's social skills can be seen as part of a productive process that helps reinforce and maintain a sporting identity, and this in turn indicates a desire to maintain and develop activity and exercise engagement.
Considering the process of activity involvement
This theme illustrates how identity can change with physical activity involvement. Two subthemes make up this theme: (1) phases of activity, and (2) evolving identity.
Phases of activity
Physical activity involvement was established through phases. Three primary phases were identified during the patients involvement with physical actvitity. Pre activity -considered the time before activity is initated. During this time patients are dependent on staff and others to inform them of the activity, including potential benefits. In thinking about the future activity, they could be faced with uncertainty about what could happen and worries from past www.intechopen.com
Understanding the Psychosocial Processes of Physical Activity for Individuals with Severe Mental Illness: A Meta-Ethnography 11 experiences. For those who took part previously, they may have different associations or more confidence. Within activity -this stage is associated with time when particpants are engaged with the physical activity setting from the moment when they enter the activity environment to the moment they exited the environment. Post activity -this considers times following activity and includes reflecting on the experiences of activity. 
Existing identity
The patients are defined by their current condition, their current preoccupation (illness, passivity).
Projected identity
They may have anticipation about who they could become, or reestablishing who they were. Reflective processes Acceleration and evolution of identity.
Limited interest

Expanding identity
Identity impacts on patients outside the exercise setting.
Becoming
Part of the identity is incorporate into self.
Bad experiences
Experience or interaction, reaction to experience (increasing voices) was negative. 
Limited control
The evolving identity
From the above sub-theme it can be established that one primary goal of physical activity is to develop a patient's identity through physical activity and sport. Thus, physical activity can help the patient transfer from being someone who may consider community activities passively towards someone who is proactive towards activities. Alongside this the patient's existing identity is challenged through a number of key processes to become an evolved identity. Figure 1 provides an idea of how activity challenges a patient's existing identity and facilitates the evolution of identity.
Fig. 1. The evolving identity cycle
The evolving identity cycle shows that the perception or experience of activity is vital in helping develop the patient's identity. The cycle demonstrates the challenges to identity that can exist before the activity has begun and during the activity. These challenges are illustrated by the barriers mentioned in section 4.2 and are clearly more significant in regard to the uptake of physical activity. Barriers are generated by worry, caused by an unknown 
Identity change Interupted
Individual drops out of process or uncertain experience, and then again during activity where perceptual biases, ambiguous or negative interactions and inadequate support may act to prevent the patient embracing the experience. Following a negative experience the ability to change, evolve and adapt the patient's identity is likely to fail. Conversely, following a positive experience a patient is able to use interaction and reflection to transform their identity. A more positive cycle exists once the patient is able to consider the activity as more of a certain, safe and supported experience. This positive cycle is essential in supporting the maintenance of activity.
Discussion
Engagement in physical activity for patients with SMI requires careful consideration. Exploring the psychosocial experience of physical activity and exercise for patients with SMI has provided a useful understanding of the processes involved in initiating and maintaining activity, as well as establishing barriers and facilitators of activity. This information is well placed to inform both patients with SMI as well as those who have a support role such as health care professionals, carers, and family members. This discussion will look to summarise the barriers and facilitators of activity before turning attention to both psychosocial phases of activity and the evolution of a patient's identity.
Initiating activity
Two of the biggest physical barriers for patients with SMI included being too tired to exercise or being unable to exercise because of their illness (Ussher et al., 2007) . Stability in symptoms of illness is a good precursor to initating activity (Carless, 2007) . Part of this was a direct result of their medication and its side effects (Gorczynski & Faulkner, 2011; Roberts & Bailey, 2011) . Another consistent and challenging barrier to activity participation was the location of the activity and the costs involved with the activity. The problem of finances is compounded by the problem of frequent unemployment and dependence on benefits (Hodgson et al., 2011) . Carless and Douglass (2008a) suggest that tangible support is required for patients to address these barriers. There are difficulties patients with SMI can initially experience that are not experienced long term, such as an unknown setting, experiences and interactions. These aspects of engaging in physical activity challenge the patients self-esteem, courage, autonomy and motivation (Butterly et al., 2006; Soundy, 2007) . Being able to attend activity sessions provides an opportunity to become more independent (Shiner et al., 2008) . However, beginning activity can be difficult as patients may have a lack of initiative (Roberts & Bailey, 2011) . Patients need to perceive what the experience will involve because not being sure of what is required of them during exercise, being self-conscious, feeling unsafe, and being afraid to get injured are common barriers to activity (Gorczynski & Faulkner, 2011; Ussher et al., 2007) . In addition, problems can be created in new and uncertain social environments where patients may be more sensitive to interactions and experiences (Soundy, 2007) . The benefit of activity can be simply undertaking a new situation, creating a sense of meaning or purpose and an opportunity to break old routines. Positive experiences before the activity (achievement, positive memories) help provide more enthausiasm (Carless, 2007) . The structure of programs before delivery should consider certain aspects, such as being informative (Carless & Douglas, 2008a) , providing users with a program that meets their own pace (Gorczynski & Faulkner, 2011) , and has in place a good motivational leader (Richardson, 2005) . Aspects such as the journey to the new environment can be something to be received positively (Crone, 2007) . Being able to do something that can add to or change their lifestyle and routine was highly valuable to patients with SMI. Physical benefits were also present and included the general effects of participating in activity like weight loss (Fogarty & Happell, 2005; Chiverton et al., 2007) or indeed just having knowledge of the benefits of a more healthy lifestyle (Tetlie et al., 2009; McDevitt et al., 2006) . Before activity is initiated, feelings of isolation can prevent activity engagement (Hodgson et al., 2011; Roberts & Bailey, 2011) . A good support network is required to combat the experience many users have of social isolation, marginalisation and stigmatisation (Ellis et al., 2007; Gorczynski & Faulkner, 2011) . Patients must be carefully supported from the initial interaction with services. The right kind of individualised support service that acknowledges patients' preferences and experiences is required to achieve a more successful adoption of exercise. Support is needed in different ways including encouragement, finances and listening (Carless & Douglas, 2008a) . It should also be provided by known mental health professionals (Hodgson et al., 2011) .
Maintaining activity
Autonomy for the activity was slowly provided for users as they took responsibility for attendance (Carless & Douglas, 2004) . A sense of autonomy and achievement and purpose is obtained from activity (Crone, 2007) . Prolonged engagement is enhanced once a sense of acheivement, purpose and enjoyment is obtained. Psychologically being able to experience achievement, to realise goals, to experience a sense of control, to have a distraction from negative aspects of the illness provides a basis for enjoying activity. The exercise group provides a setting that empowered the patient to share information about them self (Faulkner & Sparkes, 1999) . A postive and enjoyable experience can provide an important part of conversation within and outside the exercise settings (Carless & Douglas, 2004) . Much of the appreciation from patients who undertake an activity can focus on the routine nature of the activity; this enhances rapport and relationships and the enjoyment of a meaningful activity (Marzolini et al., 2009) . Support is required once activity begins: one-toone support (from staff and by other users or patients) can provide an important distraction and encouragement for patients (Carless & Douglas, 2008a; Crone & Stembrige, 2007; Roberts & Bailey, 2011; Soundy, 2007) . There is an important role for instructors within this to provide appropriate support, as Richardson et al., (2005) state "Enthusiastic, knowledgeable, and supportive exercise leaders are as important as the actual exercise prescription itself" (page 327). Accordingly, social support provides certainty and confidence when engaging in new environments. However, it is still possible for patients to experience or percieve threats or problems with the environment such as anxiety attacks (Carless, 2008) . Providing a safe, welcoming and friendly environment is needed to acheive adherence over the long term, where some inconsistency in attendence can be expected (Soundy, 2007) . Indeed a caring and relaxed environment can help patients enjoy the experience (Carless & Douglass, 2004) . A chain of supportive networks is needed from identifying a program of activity to maintaining that program of activity. Some of the most positive results of physical activity are achieved in inpatient settings where there are greater levels of day-to-day support (Ellis et al., 2007) . The attributes of those supporting the intervention are essential as a faciliator to continued activity (Chiverton et al., 2007; Soundy, 2007) ; conversely, the stigma associated with mental illness from patients working in exercise settings may be a barrier (Crone & Stembrigdge, 2007) . Group based activities are often associated with higher levels of adherence than patient programs. One of the reasons given for this is because group activities that are supervised can eliminate the avoidable barriers to exercise (Marzolini et al., 2009 ). In addition, group activities promote social interaction and contribute to a more enjoyable experience (Fogarty and Happell, 2005; Holley et al., 2011) . One role of activity is to create and maintain supportive social relationships (McDevitt et al., 2006) . Thus, being able to provide and maintain a social network within the activity setting is important for prolonged engagement. The utilization of social networking devices may be a way to encourage and develop patient's social expression, unity, support and identity (Killackey et al., 2011) . Conversely, a limited network or isolated support can create reliance and dependency on health care professionals which can have negative effects (Faulkner & Sparkes, 1999; Soundy, 2007) .
The creation and evolution of a social identity
One of the biggest challenges when working with patients with SMI is how to maintain the users engagement with an activity program (Hodgson et al., 2011) . Programs that use behaviour modification principle, like social support or goal setting are more effective than more simple programs (Richardson et al., 2005) . Following the support that is gained early in promoting activity further development of different and sustainable relationships are required and obtained in the group setting. This greater range of relationships means patients have less reliance on a smaller support network (Soundy, 2007) . Successful achievement within the exercise setting helps provide patients with an increased sense of self-efficacy (Richardson et al., 2005) . Indeed, engagement in exercise increases a participant's confidence in social settings and provides them with a sense of a social identity which enables them to further engage with fellow exercise participants. Belonging to a group and attending physical activity sessions provides users with a sense of purpose and creates a social confidence that can then be transferred to new settings (Hodgson et al., 2011) . A sense of belonging also influences how patients redefine their selfidentity (Shea, 2009 ). Exercise and physical activity in a community setting provides a setting that can help promote a sense of belonging and therefore provides an excellent opportunity for refining their self identity (Shea, 2009) . For some users this may be a sense of returning to who they used to be and or towards normality (Carless & Douglass, 2008b) .
Implications for health care professionals
A network of supportive relationships that are sustainable is required in order for successful participation in exercise. Health care professionals need to consider the provision of support from introducing the patient to the idea of becoming more physically active through to introducing patients into a new setting. Clearly, there is also a need for health care professionals to be able to recognise the different dimensions (informational, tangible, emotional and esteem) of socal support (Carless & Douglas, 2008a) . It is essential that patients feel able to talk to others about negative experiences and interactions; this provision within the mental health setting and community setting is needed to address the identified barriers to activity. We urge HCPs to invest time in listening to and sharing in patients' experiences. Capturing changes in social support that occurs through engagement in exercise and physical activity may be best achieved by using existing inventories; for example, Sarason et al., (1987) provide a short form inventory that considers the social support that others provide in an individual's environment. The psychological changes during exercise may be best captured by considering how patients confidence, self-efficacy and self-identity is challenged and shaped through the process of exercise, from intial to sustained engagement in exercise. The means of assessing these may be made through observations, informal conversation or through non-taxing inventories; for example, Bandura (1997) proposes a way to develop an inventory tool for self-efficacy. Improvement in any of these psychological domains will have a clear impact on the patients lifestyle and well-being.
Future recommendations
There is a need for research to consider assessing how interventions can influence confidence, self-identity, self-efficacy and social support following physical activity interventions. It is important that further research is able to distingush the best tools that can be used to assess such effects. More specifically, we suggest there is a need for future research to consider each of these psychosocial variables in greater detail. For example, in regards to social support, reseach could explore the most effective ways to capture change in the network and structure of patients' support. In addition to this, research could establish whether perceived availability of support and/or enacted (received) support exerts positive effects upon outcomes.
Conclusion
The development of a social identity is a natural and very beneficial aspect of undertaking a physical activity or sports based group. There are barriers that prevent initiation to activity as well as barriers that exist once activity has begun. Physical activity and sport has the potential to break down the barriers and help create a new social identity for the user. Undertaking activity helps develop the user's confidence and courage and through realising a new and changed identity users appear more able to engage with community based physical activity.
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